Clinical characteristics of MI patients with clinical sustained monomorphic VT (group 1), patients with inducible sustained monomorphic VT (group 2), patients without inducible sustained monomorphic VT (group 3), and normal control subjects (group 4) are summarized in Table 1 . Patients in groups 1 and 2 had significantly lower ejection fraction than those in group 3. There were no significant differences in other variables among groups 1, 2, and 3.
Time Domain Analysis
Results of 33 time domain analysis variables for group 1 (nine patients), group 2 (14 patients), group 3 (26 patients), and group 4 (30 control subjects) are shown in Table 2 . The f-QRS durations were significantly longer in group 1 than in group 2 or 3, and the f-QRS durations in group 2 were significantly longer than in group 3 or 4 at all high-pass filter settings. The f-QRS durations in group 3 were significantly longer than in group 4 at the 40-or 80-Hz high-pass filtering. The LAS durations Table 4 . Factors of normality on lead X and the minimum value of the variables on lead X, Y, or Z in group 1 or 2 were significantly lower than in group 3. The factor of normality on lead X in group 3 was significantly higher than in group 4. 
Optimal Cutoff Values
To determine the optimal cutoff points for variables, receiver operating characteristic (ROC) curve analysis was performed (Figure 1 ). ROC curves were plotted for LAS30 at 80-Hz high-pass filtering, area ratio with the sampling interval starting 20 msec before QRS offset, and p(VT), which was calculated from LAS30 and area ratio with a logistic regression model. These were inspected for the cutoff point, which mammized a true-positive ratio while maintaining a false-positive ratio at c50%. These high-sensitivity, moderate-specificity points were chosen because it is desirable to have a screening test that does not produce many falsenegative results. ROC curve analysis identified highsensitivity cutoff criteria for LAS30 .37 msec, area ratio 2101, and p(VT) >0.3.
Individual patient values for LAS30, area ratio, and p(VT) are plotted in Figure 2 . Although there were significant differences in the LAS30 and the area ratio between groups 2 and 3, there were many false-positive and false-negative results. LAS30 had 86% sensitivity, 62% specificity, 55% positive predictive value, 89% negative predictive value, and 70% predictive accuracy. Area ratio: 20-50 Hz/area 0-20 Hzx1io.
The area ratio had values of 64%, 65%, 50%, 77%, and 65%, respectively. On the other hand, p(VT) showed fewer false-positive and false-negative results and had 93% sensitivity, 81% specificity, 72% positive predictive value, 95% negative predictive value, and 85% predictive accuracy using p(VT) >0.3 as the criterion of a positive test. Also, p(VT) determined all nine group 1 patients as positive and 29 of 30 group 4 patients as negative.
Subgroups of Group 2
MI patients with inducible sustained monomorphic VT (group 2) were divided into subgroups according to the cycle length of induced VT and the number of extrastimuli required to initiate VT (Table 6 ). There was no significant difference in SAECG variables or p(VT) between patients in whom one or two extrastimuli were required to initiate VT and patients in whom three extrastimuli were needed. When two subgroups were made according to the cycle length of induced VT (cycle length .250 msec or <250 msec), there were significant differences in several time domain variables between the two subgroups. Patients with the induced VT cycle length .250 msec had significantly longer LAS40 at 25-or 40-Hz high-pass filtering and lower RMS voltages of the terminal 40 and 60 msec of the QRS at 25-, 40-, or 80-Hz high-pass filtering than patients with the induced VT cycle length <250 msec. There was no significant difference in frequency domain variables (area ratios or factors of normality) between patients with VT cycle length .250 msec and <250 msec.
Comparison With Other Determinants of Inducibility
In the present study, another variable associated with inducible sustained monomorphic VT was depressed left ventricular ejection fraction (Table 1) . To assess the relative importance of left ventricular ejection fraction and SAECG variables (LAS30 at 80-Hz high-pass filtering and area ratio), a stepwise logistic regression analysis was performed with these three variables as the potential predictors of inducibility. Stepwise logistic regression analysis selected only LAS30 and area ratio as independent predictors of inducible sustained monomorphic VT. Left ventricular ejection fraction was the least powerful predictor of inducibility among these three variables.
Discussion
In the present study, we tested the hypothesis that the combined use of time and frequency domain variables of SAECG would improve the selection of MI patients with inducible sustained monomorphic ventricular tachycardias by programmed ventricular stimulation.
Improved Selection of MI Patients for Programmed Ventricular Stimulation
Several investigators10-18 have reported that programmed ventricular stimulation is useful to identify patients with MI at risk for ventricular tachyarrhythmias or sudden cardiac death. However, it is not a desirable screening test because of the invasive nature of programmed ventricular stimulation. The incidence of inducible sustained monomorphic VT has been reported to be 7-25%. In view of the expense, low incidence of 
Enhancing the Predictive Accuracy by Combining the SAECG Variables
In previous reports, SAECG parameters of either time domain or frequency domain were used singly to predict inducibility, and predictive accuracies were calculated by single cutoff values. In general, however, it is difficult to determine single cutoff values because of numerous crossover data points. By using generous criteria of one variable, one would increase sensitivity, but specificity would decrease, and by strict criteria, specificity would increase but sensitivity would decrease. In the present study, the combined use of LAS30 
Implications for Clinical Management
The results of this study indicate that SAECG can be applied in patients after MI with high sensitivity and high negative predictive value for inducible sustained monomorphic VT. This is ideal in this clinical circumstance because it identifies a large group of patients who have a low probability of inducible VT by programmed ventricular stimulation. Also identified is a second group with a higher probability of inducible VT who can be evaluated more fully with programmed stimulation in the hope of selecting those who would benefit from antiarrhythmic treatment.
Limitations
To determine the significance of SAECG for prediction of inducible VT In the present study, the incidence of inducible sustained monomorphic VT was higher (35%) than in previous studies. Up to three extrastimuli during two paced ventricular cycle lengths were used to initiate VT, and all sustained VTs with any cycle lengths were included in group 2. Reproducibility of VT was not tested in this study. However, a higher incidence of inducibility in this study might be a result of the smaller sample size. The incidence of inducible sustained monomorphic VT in our hospitals was reported to be 23 
